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ABSTRACT
The purpose of this paper is to examine the role of empathy in anger management
programs for young children. Given the growing body of research demonstrating the
effectiveness of early intervention, efforts are being made to adapt anger management
programs to younger populations. As researchers tackle this challenge, careful attention
must be given to the unique developmental needs of this age group. Because many anger
management programs involve an empathy training component, it is important to
determine whether younger populations can benefit from this training. If children are not
able to demonstrate these skills at this age, programs and curriculums utilizing an
empathy training component with this age group will be both a waste of time and
resources. The outcome of a study examining the effectiveness of empathy training with
a group of kindergarten students using the Second Step curriculum will be discussed.
Differences in effectiveness of the training for students exhibiting anger and aggression
problems at school will also be examined.
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CHAPTER 1
INTRODUCTION
The Importance of Studying Anger among Children and Adolescents
Children and adolescents with anger problems present a clear risk to not only
themselves, but to others around them, affecting nearly every aspect of their lives. While
each individual is different in his or her response to anger, many exhibit similar
characteristics. For this reason, it is important to understand the implications of
uncontrolled anger on a child or adolescent's relationships, education, possible
involvement with the law, and physical and mental well-being.
Uncontrolled anger strains relationships and impairs interpersonal functioning.
The child or adolescent who experiences uncontrollable anger slowly destroys those
relationships around him or her. Parents and siblings often feel isolated from the child,
and after a long line of shattered friendships, the angry child may experience rejection
from peers and a lowered self-esteem (Feindler, 1990). In a qualitative analysis of
student, teacher, and parent interviews, Fryxell and Smith (2000) found negative selfdescriptions or self-derogatory comments to be much more common among a group of
high-anger students when compared to a low-anger group.
In the classroom, chronic anger can significantly interfere with the student's
ability to learn and may result in academic failure. Wilde (2001) suggests that in nearly
every classroom in America, children with anger problems can be found. This "epidemic
of anger" is forcing teachers to spend less time teaching and more time correcting
misbehavior (Wilde, p. 191 ). The anger experienced by these children, which often
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manifests itself through disruptive and aggressive behaviors, also has a negative impact
on classmates and peers when attention is diverted away from educational tasks, which
results in less on-task behavior and wasted class time (Lochman, Lampron, Gemmer,
Harris, 1987). In fact, anger-related problems are among the most common reasons for
referral to school counselors (Furlong & Smith, 1994).
The anger which fuels aggressive and violent acts committed by individuals at
school often extends to the community (Larson, 1992). The behaviors can lead to
dangerous and sometimes criminal behavior, often resulting in a long history of
involvement with the law. The 1997 National Longitudinal Survey of Youth reported
that 10 percent of youth between the ages of 12 and 16 have carried a handgun at one
time or another. Twenty-eight percent of these youth have purposely destroyed property
and 18 percent have committed assault (Snyder & Sickmund, 1999).
As the seriousness of these acts intensify, the cost to society, as well as
individuals, families, and victims also increases. In his 1998 study, Mark Cohen
estimated the external marginal costs imposed on society by the average career criminal,
heavy drug abuser, and high school dropout. Though speculative in nature, Cohen
estimates that leaving high school for a life of crime and drugs costs society $1. 7 to $2.3
million per drop-out (Cohen, 1998 as cited in Snyder & Sickmund, 1999).
Youths who experience anger-related problems are also at a greater risk for
developing both physical and mental health problems. Chronically angry children put
themselves at risk for developing a number of health problems. For children and
adolescents who display acting-out or aggressive behaviors, anger is often the common
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underlying characteristic in clinical syndromes and personality patterns present in this
population (Deffenbacher, 1993 as cited in Akande, 1997).
Differentiating Between Anger and Aggression
Anger is a normal emotion, expressed by all people, but children and adolescents
are not always capable of expressing such a strong feeling in healthy, productive ways.
When this is the case, unhealthy expressions of anger usually take one of two forms.
Either the anger is suppressed and internalized, or the anger manifests itself through overt
behaviors, oftentimes resulting in aggressive and sometimes violent acts. While both
warrant attention given their ability to impair one's functioning, it is the type of anger
that results in overt behavioral responses that will be the focus of this paper.
The relationship between anger and aggression is not always clear. The matter is
further complicated when researchers and authors use the terms interchangeably, as is
often the case. But to fully understand anger and to properly treat the negative
consequences associated with this emotion, it is important to look at these two terms and
distinguish them from one another.
Nelson and Finch (2000) describe anger as "the internal experience of a private,
subjective event (i.e. emotion) that has cognitive ... and physiological components" (p.
132). Aggression, on the other hand, is viewed as only one of the potential overt,
behavioral expressions of the subjective experience of anger, resulting in either bodily or
mental harm to others (Nelson & Finch; Loeber & Hay, 1997). Adding yet another
dimension, Nelson and Finch describe violence as a more serious and harmful form of
aggression.
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For the majority of people, anger is expressed in a manner that does not lead to
aggression (Averill, 1983; Goldstein, Glick, & Gibbs, 1998). Only approximately 10%
of the time, suggest Goldstein et al., do these angry feelings lead to aggression in the
form of verbal or physical attempts to hurt the person with whom we are angry
(Goldstein, et al.). But for chronically aggressive youth who are unable to express these
feelings in a constructive manner, the response is more often an attempt to lash out with
intent to harm, "sometimes with words, commonly with fists, and increasingly with
weapons" (Goldstein et al., p. 69). While it is this type of anger that is most disturbing
and often most destructive, an individual's anger may not always target another person,
like the angry teenager who slams a locker in a fit of rage. In other words, anger will be
defined here as an emotion that leads to aggression, an action which is intended to inflict
harm on a person or object.
One of the many shortcomings of traditional approaches to managing aggression,
argues Feindler (1990), is the failure to treat the high anger arousal that accompanies
impulsive and explosive behaviors. Although anger arousal does not accompany all acts
of violence and aggression, most theorists would agree that anger often acts as precursor
to aggressive behavior, driving and motivating such acts (Feindler; Averill, 1983).
The Purpose
The purpose of this paper is to explore an approach to anger management which
draws from a cognitive behavioral model. Such an approach lays a more complete
framework for understanding anger problems as both internal cognitive and external
behavioral variables are addressed and treated before anger leads to acts of violence.
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Evaluative research on cognitive-behavioral anger management programs is positive,
suggesting that programs utilizing such an approach can provide a valuable tool for
treating child and adolescent anger. However, most curriculums available on the market
today target older elementary, and more often, adolescent populations. A population left
untouched by anger management programs, particularly those utilizing a cognitivebehavioral approach, has been young children. With research repeatedly demonstrating
the increased effectiveness of early intervention, efforts need to be made to adapt anger
management programs to younger populations.
When adapting anger management programs to young children, special attention
must be given to the unique developmental needs of this age group. More specifically,
given the use of empathy training in many anger management programs, it is important to
consider whether young children are able to understand and respond empathically to the
feelings of others. A study conducted to explore the effects of empathy training with a
group of kindergarten students will be described. The results of such a study are
important because it should lead to important information about the role of empathy
training in anger management programs targeting younger populations.
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CHAPTER2
LITERATURE REVIEW
Theoretical Underpinnings
Until the 1970s, three major psychological approaches dominated individual and
group interventions targeting aggressive youth: psychodynamic, humanistic, and behavior
modification (Goldstein & Glick, 1987; Glick & Goldstein, 1987). Goldstein and Glick
describe all three approaches as sharing the similar assumption that somewhere within the
person were the healthy, nonaggressive goal behaviors that could be released through
intervention or counseling. Treatment or therapy, however, would differ depending on
the theoretical approach of the therapist. Utilizing a psychodynamic approach, the
therapist sought to uncover and work through the "unconscious material" blocking the
client's awareness. By creating a warm, empathetic environment, humanistic change
agents attempted to maximize the client's potential for change, thus enabling him or her
to unlock the goal behaviors. The behavior modifier encouraged the expression of goal
behaviors by shaping and rewarding those behaviors with appropriate contingent
reinforcement.
The counter-revolution inspired by cognitive theorists re-introduced "internal"
variables into the study of behavior (Kendall, Panichelli-Mindel, & Gerow, 1995). For
decades when behaviorism reigned supreme, the only legitimate domain for studying
psychological processes involved observable behavior. Anger was only understood in
terms of overt aggressive behavior, which was nothing more than a learned response to
external reinforcement (Finch, Nelson, & Moss, 1993). As a result, punitive measures
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were often used in the past as way of controlling unhealthy expressions of anger. But
these methods have proven ineffective and fail to address underlying issues involving
anger. Sabatino ( 1997) states, "Externally opposed controls designed to overpower anger
exacerbate conflict, producing negative interpersonal skills and social disagreement" (p.
167).
The cognitive revolution set the stage for the introduction of cognitivebehavioral theory as the cognitive activities of the child were introduced into the
behavioral equation (Kendall, Panichelli-Mindel, & Gerow, 1995). Psychological
problems were now seen as resulting from both behavioral and cognitive antecedents
(Kendall et al.). Addressing the dysfunction occurring in both realms became the goal of
therapy. This approach lays a more complete framework for understanding anger
problems as both the internal cognitive and external behavioral variables are addressed.
With intervention taking place on both the cognitive and behavioral level, the therapist is
able to assess and treat the full scope of the person's anger.
Cognitive-behavioral interventions can be a useful tool in treating childhood and
adolescent anger. However, as a word of caution, it is important to recognize that this
particular approach is only one of many that can be used to treat anger. Children and
adolescents experience anger for a number of reasons, and for many, their anger is
justified. For those youngsters whose anger is a result of deep underlying hurt, individual
counseling or psychotherapy may be more appropriate for working through those
underlying issues.
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Key Characteristics of Cognitive-Behavioral Approaches to Anger Management
Arousal Management
The first step toward successful anger management involves helping children and
adolescents to recognize the internal signals happening in the body, indicating to them
that they are becoming angry. It is important for the child or adolescent to understand
that there are certain physiological events that immediately precede anger (Wilde, 2001 ).
Many adolescents, and particularly children, are not aware when these "body cues" are
happening, but they need to learn to recognize them before they get angry (Wilde). Early
detection of the internal warning signs indicates to the child that they are becoming angry
and that steps need to be taken to resolve these feelings.
The body's response to anger is often associated with high levels of autonomic
nervous system arousal, resulting in increased heart rate, blood pressure, and respiration
(Akande, 1997). In addition to tension in the skeletal musculature, anger arousal is also
marked by reactivity in the cardiovascular and endocrine systems (Novaco, 1985). Such
changes within the body often result in a flushed face, increased adrenaline flow, dilated
pupils, clenched hands and jaw, and hotness, coldness, or numbness in different parts of
the body.
Once the child or adolescent is able to recognize the physiological changes that
occur within the body, he or she must be taught strategies for relieving stress and
reducing anger. Grief ( 1999) describes relaxation techniques as protective mechanisms
which may help the child or adolescent notice tension in their mind and body and chose
to intervene to reduce stress. He also suggests creating an environment of "silence,
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solitude, and stillness" to have a beneficial relaxation experience. Equipping the child or
adolescent with the tools to relax in the presence of an anger-provoking situation is a
necessary step toward successful anger management. Oftentimes they are able to walk
away from the provoking situation or deal with the mounting feelings before their anger
spins out of control once these relaxation techniques have been learned.
As an anger control component of their Aggression Replacement Training (ART),
Goldstein and Glick (1987) present three techniques that may be used to reduce the
physical signs of anger: deep breathing, backward counting, and pleasant imagery. One
or all of these techniques may be used with the child or adolescent to "increase their selfcontrol and personal power" when they notice themselves getting angry (Goldstein &
Glick).

1. Deep Breathing
Taking slow, deep breaths can reduce tension by relieving the physical symptoms of
tension. Leaming to gain control over one's breathing can help the child make more
controlled responses in pressure situations.

2. Backward Counting
Backward counting serves to momentarily distract the child from the high-pressure
situation. While counting backward from 20 to one at a slow, even pace, he or she
can use this time to think about how to respond most effectively. When appropriate,
the child or adolescent is encouraged to tum away from the provoking person or
situation while counting.
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3. Pleasant Imagery
Imagining a peaceful scene during the anger-arousing situation can have a calming
effect. Because it is often difficult for the child or adolescent to think about anything
other than the person or situation that is bothering them when they are mad, it is
important that they decide what they are thinking about before they get angry (Wilde,
2001). To be most effective, the child or adolescent should also be encouraged to
think of a scene that they find relaxing.
Another procedure which is often used to manage anger arousal is systematic
desensitization. This is a form of respondent conditioning in which anger-provoking
situations are paired with deep muscle relaxation, an inhibitory response (Akande, 1997).
Based on a hierarchy of anger producing scenes developed by the child or adolescent, he
or she is gradually exposed to stronger anger-provoking situations while deeply relaxed.
Eventually, a new bond develops between the relaxation response and the anger stimuli
until the child or adolescent no longer experiences the same angry feelings when
confronted with the provoking situation (Akande; Feindler, 1990).
Cognitive Restructuring
Cognitive restructuring is often considered to be the fundamental principle
guiding cognitive-behavioral therapies. When used with anger control, cognitive
restructuring involves modifying the thoughts, ideas, and beliefs that contribute to
unhealthy expression of anger. As individuals learn to change their thinking, they will
gain greater control over their physical responses (Akande, 1997; Meichenbaum, 1977).
Said another way, "cognitive restructuring embodies the behavioral principles of
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reinforcement and conditioning, but does so with the patient's thinking ... rather than
behavior" (Akande, p. 88).
Understanding the cognitive side of anger can be somewhat complex. Research
in this area has resulted in a variety of methodologies aimed at understanding and
correcting cognitive distortions associated with anger. Components of those approaches
are described in the following paragraphs.

Cognitive Appraisals and Expectations
Davis and Boster (1993) draw a link between anger and cognitive appraisals and
expectations which predispose a person to act a certain way. They describe appraisals as
the characteristic manners in which a person perceives his or her environment and
expectations, which are based upon prior experiences, as the person's prediction of the
outcome of an anticipated behavior. Angry individuals tend to appraise neutral situations
in a more hostile manner and expect interpersonal conflict, resulting in a greater tendency
toward angry and aggressive behaviors (Davis & Boster; Feindler, 1990).

Self Instruction Training
Self-instruction training is designed to facilitate adaptive appraisals and
appropriate expectations of the provoking situations. When used with anger control,
children and adolescents are taught to generate self-statements that take into account
future consequences of their negative behaviors (Feindler, 1990). "If I (reaction) now, I
will (future reaction) later." Self-instruction training also involves teaching children and
adolescents to use reminders to help guide their behavior. Reminders such as, "Cool it.
Take it easy. Tell the teacher. I won't let him push my buttons" are all statements the
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individual can say to him or herself to remain calm in pressure situations. With practice,
the child or adolescent will eventually learn to generate self-statements on their own and
will be able to stop the mounting feelings before an angry outburst occurs.

Attribution Retraining
Similar to self-instruction training, attribution retraining focuses on the
individual's initial perceptions and interpretations about the provoking events. When a
person attributes another's provocation to intentionality or hostility, they often justify an
anger expression or even aggressive retaliation (Feindler, 1990). Feindler suggests that
individuals be encouraged to make alternative interpretations of the event and recognize
other nonpersonal reasons that may be involved. Rather than interpret a peer's bump in
the hallway as a deliberate attempt to harm the person, an individual is taught to
recognize that that contact may have merely been accidental. She also suggests that
attempts should be made to examine underlying irrational belief systems at this time.
Much like rational-emotive therapy, developed by Albert Ellis, the individual is taught to
replace irrational beliefs with "reasonable conclusions" about events.

Thinking Errors
Correcting thinking errors has also received considerable attention as an approach
to cognitive restructuring. Lumsden (1994) defines a thinking error as a "mental mistake
in reasoning that causes a person to draw an erroneous conclusion" (p. 6). In many
instances, describes Lumsden, thinking errors represent an attempt to avoid taking
responsibility for one's actions.
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In their work with antisocial youth, Gibbs, Potter, Goldstein, and Brendtro ( 1997)
have identified four specific categories of thinking errors that lead to angry thoughts and
behaviors. They suggest that therapists should focus on equipping their clients with the
skills for recognizing, naming, and correcting the cognitive distortions typically involved
in anger and violence. "The realization that such lies and violence are linked, and that
catching lies and thinking the truth are crucial to avoid acting violently" (Gibbs et al., p.
122). Self-Centered is the primary or most fundamental thinking error, supported by
three secondary categories: Assuming the Worst, Blaming Others, and
Minimizing/Mislabeling.
Self-centered thinking errors can be described as failing to see things from
another person's perspective, coupled with a strong sense of entitlement. The three
secondary thinking errors arise out of a need to rationalize the desire to continue
engaging in negative behaviors, despite potential bad or guilty feelings. The first of these
secondary cognitive distortions, Blaming Others, involves misattributing blame for one's
harmful actions to outside sources, including the innocent victim. Closely related to
Blaming Others is Assuming the Worst and includes the tendency among aggressive
youth to exaggerate a situation or see hostility where none exists and then act
accordingly. These dangerous thoughts allow the individual to rid themselves of guilt
and responsibility and attribute their actions to self-defense.
And lastly, Minimizing/Mislabeling rationalizations allow the individual to see
their behavior as causing no real harm or as being acceptable or even admirable. They
may also use belittling or dehumanizing labels when referring to others. Correcting these
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self-serving thinking errors is often a first step toward teaching angry youth to think, both
adequately and accurately, before acting.
Skill Acquisition
As children and adolescents begin managing their anger, they must be taught a set
of skills that can be used to replace unhealthy expressions of anger with those that are
necessary for effective and satisfying personal and interpersonal functioning. These
skills can be either cognitive or behavioral in nature and are taught directly and
systematically. During this phase, the child or adolescent is presented with the notion
that what they do in any situation (behavior) is basically a function of how they feel and
think about a situation and what they say to themselves (cognitions). Once again,
"aggression is not triggered merely by environmental events but rather by the way in
which these events are perceived and processed" (Nelson & Finch, 2000, p. 151 ).

Cognitive Approaches
Stress Inoculation training, an approach developed by Donald Meichenbaum in
1975 and later applied to the study of anger by Raymond Novaco, can be used to teach
clients how to discriminate circumstances for which anger is justified from those which it
is not justified as part ofa skill acquisition phase of training (Stem & Fodor, 1989). The
effective way to accomplish this is by remaining task-oriented in anger arousing
situations. Becoming task-oriented, describes Novaco, requires that one defines the
situation as "a problem that calls for solution rather than a threat that calls for attack"
(Novaco, 1975, p. 51 ). By focusing on the issue involved, attention is directed away
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from the physiological changes and negative thoughts that are beginning to occur within
the individual, lessening the likelihood of an angry response.
In their review of the Stress Inoculation approach within a problem-solving
framework, Finch, Nelson, and Moss (1993) have identified a series of interpersonal
cognitive problem-solving skills that can be used to cope with anger in a variety of social
situations. The skills mentioned include: sensitivity to identifying problems, ability to
spontaneously link cause and effect (causal thinking), capacity to think through possible
consequences of actions (consequential thinking), ability to generate solutions
(alternative thinking), ability to conceptualize step-by-step means for attaining specific
goals (means-ends thinking), and ability to view situations from the standpoint of other
involved children (perspective taking) (Finch et al.; Spivack, Platt, & Shure, 1976;
Spivack & Shure, 1974). The authors point out that it is important to recognize that
children develop these skills at different ages. Teaching children to use cognitive skills
in anger arousing situations may depend on whether the child is cognitively ready to learn
such skills.
Marion's ( 1994, 1997) research has focused on understanding anger in young
children. She presents parents and teachers with strategies that can be used to guide
children's expression of angry feelings in direct, nonaggressive ways. One way to do this
is by helping children develop sturdier coping skills. An important component of coping
involves helping children to perceive themselves as being in control. This is often
accomplished by teaching children to think purposely about their anger and encouraging
them to recognize events that triggered that anger (Marion, 1994). It is important to
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remember that anger triggers will differ for each child. For some children, their anger
trigger may be a person, such as an irritating classmate or sibling, and for others their
anger trigger may be a place, like as a hostile home environment, or an activity, such as
reading.
Marion also encourages teachers to give their students direct instruction in
emotional talk. Children need to understand that their strong feeling has a name and they
should be encouraged to use the word anger to label their feeling (Marion, 1994).
Children should also be taught that anger is a complex emotion with many levels and that
different words can be used to describe each levels of anger. As children improve their
anger vocabulary, they will learn that anger can range from minor irritation to full-blown
rage.

Behavioral Approaches
In her work with adolescent anger control, Feindler (1990) addresses the
behavioral component of anger and aggression through social skills training and selfmanagement techniques. Although the social behaviors that have typically been the
focus of interventions have not been empirically derived, earlier research has suggested a
number of nonverbal and verbal skills that should be targeted for improvement if found
deficient (Feindler). The nonverbal skills include such behaviors as appropriate response
latency, eye contact, facial expression and gestures, while verbal skills such as
appropriate voice loudness and verbal response have received attention (Frederiksen,
Jenkins, Foy, & Eisler, 1976; Kolko, Dorsett, & Milan, 1981 ). Feindler also describes
advanced social skills included in other comprehensive aggression reduction programs
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which rely on more sophisticated social discrimination and assertiveness, including:
asserting individual rights, expressing emotion appropriately, making requests of others,
saying no effectively, resisting peer pressure, maintaining friendships, and coping with
manipulation by others.
The focus of self-management skills training, another behavioral technique for
controlling anger, is on teaching the child or adolescent to evaluate the social
appropriateness of his or her own overt behaviors and determine whether such angry and
aggressive responses provoke others. Those behaviors which are found to provoke others
are targeted for change. Self-management skills are taught and reinforced as the
adolescent selects the social behavior in need of changing, identifies the strategies needed
to modify the behavior, and implements self-reinforcement procedures (Feindler, 1990).
The result is a newly learned repertoire of skills which can be used to appropriately
control anger.
Practice and Transfer
Once the child or adolescent has learned the necessary skills to successfully
manage his or her anger, these skills must be practiced in a controlled setting and then
transferred to the natural environment. Strategies for practicing these techniques in
individual and group setting will be discussed, as well as issues relating to generalization
and ways to maintain behavior change over time.
When working one-on-one with a child or adolescent, imagery techniques can be
a helpful tool. Using this strategy, the child or adolescent is encouraged to generate a
hierarchy of anger-arousing situations that the he or she is likely to encounter in real life.
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The individual first visualizes him or herself using the appropriate coping skill in the
mildest anger-arousing situation and then progresses to more provoking situations (Finch,
Nelson, & Moss, 1993).
Role play exercises can also be an effective strategy for the children and
adolescents, in both individual and group settings. Using this approach, the individual is
encouraged to practice the anger management technique modeled by the trainer in
situations he or she has encountered in the past or is likely to encounter in the future
(Goldstein & Glick, 1987). The contents of these role play exercises are drawn from the
hierarchies of provocation developed by the child or adolescent, similar to those used in
imagery exercises. Even in group settings, hierarchies should be established for each
individual and presented systematically from mildest to strongest along the anger
spectrum (Finch, Nelson, & Moss, 1993). Group settings can provide an opportunity for
social reinforcement and allow the child or adolescent to further develop their coping
skills by teaching and helping others (Finch et al.).
In their use of the Anger Control Training technique as an affective component of
Aggression Replacement Training, Goldstein and Glick (1987) make several
recommendations regarding the use of role playing exercises. They suggest that prior to
the exercise, individuals who are participating in the role play should be reminded of
their parts: the main actor must use the anger control technique (or techniques) and the
co-actor should try to stay in his or her described role as the other person in the conflict.
The authors also instruct the observing group members to pay attention to whether the
main actor is properly using the anger control technique. If at any time the actors "break
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role" or depart from the anger technique being practiced, the trainers are encouraged to
stop the scene, give whatever directions are needed, and resume the role play. The role
playing should continue until each group member has had the opportunity to be the main
actor and practice using the technique.
Performance feedback should be an important next step following each role
playing exercise. Goldstein and Glick ( 1987) recommend that both the trainers and the
other group members should provide feedback to the main actor on how well he or she
used the technique and the effectiveness of the technique in reducing anger. The trainer
should provide appropriate reinforcement after the role play when the technique is used
properly. They also suggest that the co-actor be asked to comment on his or her reactions
to the technique and be thanked for their cooperation in the exercise. It is important for
the trainer to use this time to encourage group members to practice these techniques
outside of the training sessions (Goldstein & Glick).
Another technique for practicing these skills involves the use of homework
assignments. "It is the main mechanism to foster generalization of treatment effects into
the real world by providing a structure in which the child practices anger management
skills" (Nelson & Finch, 2000). A commonly used approach to homework involves the
use of "barbs," first described by Kaufman and Wagner ( 1972). A "barb" is defined as a
provocative statement that is applied in situations other than the training/therapy session.
The rationale and procedure are explained to the child or adolescent, who is then warned
that "I'm going to barb you" (i.e. "Don't look at me like that! You're grounded
tomorrow!"). The person delivering the barb (parents, teachers, staff members, or other
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significant individuals) records the child or adolescent's response, which is then reviewed
and discussed in the following therapy session (Finch, Nelson, & Moss, 1993; Nelson &
Finch). Finch, Nelson, and Moss suggested that this procedure be used on an intermittent
basis by a variety of individuals to maximize generalization.
Promoting generalization should be an important consideration in any approach to
anger management. Finch, Nelson, and Moss (1993) make a number of additional
suggestions intending to aid generalization. They recommend carrying out these
procedures in a variety of settings, including home, school, outdoors, and other
nonclinical settings. It may also be helpful to vary the trainers and include teachers and
parents into training sessions. And lastly, the authors also suggest that the child or
adolescent learn to train others and to practice new skills under varying levels of stress.
In their review of the Anger Coping Program, Lochman, Dunn, and KlimesDougan (1993) found that the generalization of behavior change across settings and over
time continues to be weaker than desired for the Anger Coping Program and other
secondary prevention programs. To address the issue of generalization, Lochman et al.
suggests augmenting these programs with universal interventions and teacher
collaboration. Universal intervention should be geared toward providing primary
prevention to nonrisk students, as well as secondary prevention to high-risk aggressive
students within the classroom setting. When teachers and peers are exposed to the
program in the full classroom, they are more likely to reinforce the use of appropriate
social skills and anger management techniques throughout the day. Consultation with
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teachers will also aid in generalization by focusing on behavioral change strategies and
social problem-solving.
Without any attempt to establish generalization, the effects of any program aimed
at successful anger management will be short lived, resulting in minimal behavior change
for an extended period of time. Given ample opportunity to practice coping strategies
across settings and over time, children and adolescents will be more likely to maintain
these newly learned skills and prevent further angry and aggressive acts.
Anger Management Programs and Young Children
Cognitive-behavioral anger management programs can provide a valuable tool for
treating child and adolescent anger by addressing both the internal cognitive factors that
lead to angry feelings and the overt behavioral responses that result in acts of violence
and aggression. Evaluative research on these programs is positive, suggesting promising
findings for the future. However, many of curriculums available on the market today
target older elementary, and more often, adolescent populations. A population left
untouched by anger management programs, particularly those utilizing a cognitivebehavior approach, has been younger children.
The Importance of Early Intervention
Problems controlling anger and aggression are not limited to children and
adolescents. Longitudinal research has identified anger to be a relatively stable trait over
time. Angry and aggressive children often grow up to become angry and aggressive
adults who are at risk for developing a number of health risks, including: coronary heart
disease (Siegel, 1992), cancer, depression (Furlong & Smith, 1992), and substance abuse

22

(Lochman, 1992). Often, angry or aggressive adults are also plagued by difficulties at
home or in the workplace as a result of poor interpersonal skills (Furlong & Smith).
One key to reducing the long-term negative consequences associated with poor
anger management is early intervention. Most of the research in this field has explored
the effects of anger management programs with adolescent and preadolescent
populations, resulting in an abundance of curriculums targeting this age group. However,
the effectiveness of anger management programs with younger populations has received
little attention in the literature. Unfortunately, when anger problems are neglected at
younger ages, difficulties associated with improper anger control often go untreated until
the seriousness of one's actions warrants immediate attention.
In his review of research on delinquency and conduct problems, Tremblay (2000)
explains how researchers have centered their study of aggression at the school-aged or
adolescent years - "as if it all began at those ages" (Gauthier, 2003). However, in light of
evidence indicating a predictive link between physical aggression at kindergarten and
physical aggression during adolescence, Tremblay and his research team are now turning
their intervention efforts toward younger children. Webster-Stratton and Reid (2003)
also recognize the need for early intervention with children exhibiting conduct problems,
before their aggressive behaviors develop into a permanent pattern. They state, "The
preschool and first grades are a strategic time to intervene directly with children who
have early onset conduct problems, before negative behaviors crystallize" (WebsterStratton & Reid).
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Such early intervention practices are particularly important for those students
demonstrating antisocial behaviors. Characterized by a pattern of aggression, hostility,
and violation of social norms, these individuals are "highly resistant" to intervention
(Gresham, 2002). To maximize effectiveness, intervention must take place rela6vely
early in the child's educational career (Walker, Colvin, & Ramsey, 1995). After the age
of eight, suggests Kazdin ( 1987), antisocial behavior patterns should be viewed as a
chronic condition that can only be controlled and managed, but not "cured" (Gresham).
Adaptations for Younger Children
If efforts will be taken to adapt cognitive-behavioral anger management programs

to younger populations, then an understanding of the challenges facing such a task is
needed. Once these challenges are understood, researchers can begin implementing these
changes and examining the effectiveness of these programs for this age group. This will
provide the proper framework for curriculum developers to begin adapting existing
programs or developing new curriculums tailored to younger, early elementary aged
students.
Probably one of greatest difficulties in adapting cognitive-behavioral anger
management programs to younger populations will be addressing the unique
developmental needs of preschool and early elementary children. In terms of their
cognitive development, Piaget identifies school aged children to be in the concrete
operational or even formal operational stage. The type of thinking that occurs in these
two stages is different than the thinking exhibited by early childhood youngsters in the
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pre-operational stage, which is characterized by egocentric thought and void of
operational and abstract thinking.
One such development consideration that is particularly important to this process
is the young child's ability to understand and respond empathically to the feelings of
others. Because cognitive-behavioral approaches to anger management often involve an
empathy training component, it is important to determine whether younger populations
can benefit from this training. Furthermore, it will also be important to examine whether
young children exhibiting anger and aggression problems differ from those who do not
exhibit such problems. If children are not able to demonstrate empathy skills at this age,
programs and curriculums utilizing an empathy training component with this age group
will be both a waste of time and resources.
Defining Empathy: Historical Considerations and a Contemporary Response
Translated from the term Einfahlung, empathy was initially used in German
aesthetics and referred to the tendency of observers to project themselves "into" that
which they observed, most often some physical object of beauty (Davis, 1996). German
psychologist, Theodore Lipps, was one of the first to apply the term in psychological
contexts, using the term EinfiUing, which literally translates as "feeling into another"
(Feshbach, 1979). The English word empathy was actually invented by E. B. Tichener
(Davis).
Reaching a consensus regarding the exact definition of empathy has troubled
researchers since its conception. "The study of empathy," states Davis (1996), " ... has
been marked by a failure to agree on the nature of and relations among its core
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constructs" (p. 11 ). The central issue in the definitional debate has involved the extent to
which empathy encompasses a cognitive versus an affective component, or both.
The cognitive approach defines empathy as the ability to recognize and
understand the thoughts, intentions, and feelings of another individual (Albiero & Lo
Coco, 2001 ). Kohler (1929) was one of the first in the field to adopt more of a cognitive
approach to the study of empathy. He believed that empathy involved understanding
another's feelings, rather than sharing them (Davis, 1996). The work of theorist George
Herbert Mead (1934) also placed a heavy emphasis on role-taking in his definition of
empathy, which refers to the ability to take the perspective of another person. Cognitive
psychologist Jean Piaget (1932) and his theories on child development were also
instrumental in advancing a more cognitive approach to the study of empathy. He placed
a similar emphasis on the cognitive skill of decentering, the ability to differentiate
between the experiences of oneself and others, which a child develops as he or she
progress through the stages of cognitive development (Davis).
Beginning with the work of Lipps ( 1907, as cited in Strayer, 1987), those in the
affective camp placed less emphasis on identifying or accurately labeling the emotions of
others (sometimes called social acuity), and instead focused on shared affect or the ability
to share the emotional response of another. Most contemporary theorists in the field
prefer to adopt an integrated model that takes into account both affective experience and
cognitive mediators of empathy (Albiero & Lo Coco, 2001 ). Included in this group are
Feshbach (1979, 1987) and Hoffman (2001), who have proposed the two major
developmental models of empathy in use today.
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Feshbach (1987) defines empathy as a "shared emotional response that is
contingent upon cognitive factors" (p. 272). Her three-component conceptual model of
empathy includes two cognitive factors and one affective factor. At the cognitive level,
empathetic reaction is thought to be function of (1) the ability to discriminate affective
states in others and (2) the ability to assume the perspective and role of the other person.
Emotional responsiveness is the third component and is the affective ability to experience
the emotion that is being witnessed in order to share that emotion (Feshbach, 1979,
1987). Hoffman proposes a developmental model for his explanation of empathy
(Hoffman, 2001). Placing a heavier emphasis on its affective component, Hoffman
defines empathy as an affective reaction, but also recognizes the role of cognitive factors
in mediating an empathic response (Albiero & L Coco, 2001).
Freeman's (1984) study investigated the empirical relationship between the
cognitive and affective dimensions of empathy using 54 preschool students. In two
different interview sessions, each participant was asked to respond verbally to eight short
story vignettes depicting one of four emotions: happiness, sadness, fear, and anger.
During the first interview with the experimenter, the child was asked, "How do you
feel?" The child's response was used to measure "affective" empathy. In the second
interview, "cognitive" empathy was assessed by asking each participant, "How does the
child in the story feel?"
To investigate the relationship between the affective and cognitive measures,
Pearson product moment correlations were computed, revealing a highly significant
positive correlation between the two scores, r = .678, p < .001. In addition, dependent t
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tests were computed in order to determine whether the participants' scores on the
affective empathy measure were significantly different from their scores on the cognitive
empathy task. The t test revealed a highly significant overall difference between the two
measures, t (53) = 4.65, p< .001.
The results of this study are supportive of a definition of empathy that includes
both cognitive and affective components. Furthermore, states Freeman, "These results
appear to support the theoretical statements of both Feshbach (1975) and Hoffman (1994)
who describe empathy as a multifaceted construct involving a complex set of cognitive
and affective elements." Given the implications of these findings, explains Freeman, "It
appears then, that cognitive dimensions may be a necessary but insufficient condition for
the expression of empathy."
Results of the study also provide insight into the construct of empathy as it
manifests itself in young children (Freeman, 1984). Findings indicated that it may be
easier for young children to express cognitive empathy than affective empathy.
However, Freeman did acknowledge that participants may have lacked the verbal skills to
appropriately express an empathetic response given the age of the participants and the
verbal demands of the task. Based on the results of this study, Freedman also proposes
that cognitive components of empathy may emerge prior to affective ones, but suggests
that further research be conducted in this area to better understand the relationship
between cognitive and affective empathy throughout development.
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Development of Empathy
Perhaps more than any other theorist, Hoffman has attempted to outline the
development of empathy.

His theory is based on the assumption that changes in the

development of empathy reflect underlying changes in the individual's evolving
cognitive sense of self and other (Barnett, 1987; Hoffman, 2001 ). Described below are
the five developmental stages reflected in his model.
1. Global Empathic Distress: Reactive Newborn Cry

Based on studies examining reflexive crying among infants, Hoffman proposes
that empathetic capabilities are present at birth. These studies found that the sound of
another infant's tape-recorded crying produced significantly more reactive crying
among newborns than a synthetic cry, a five-and-a-half month-old cry, or white noise
(Simner, 1971 ). The cry exhibited by these infants was identical to the spontaneous
cries of infants in actual distress and was not just a reaction to a noxious stimulus
(Sagi & Hoffman, 1976).

Hoffman considers this reaction to be an example of

early, global empathetic response and results from the infant's inability to perceive
him or herself as distinct from others. As a result, the infant is unsure as to who
exactly (self or other) is actually experiencing the distress (Davis, 1996). Requiring
only the lowest level of cognitive processing, the reaction is passive and involuntary.
2. Egocentric Empathic Distress

By 11 or 12 months, the infant still appears unclear about the difference between
something happening to oneself and another. The infant continues responding to the
distress of others, but with actions intended to reduce their own distress (Hoffman,
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2001 ). Hoffman provides an example of a one-year-old who, after seeing her friend
fall and cry, began crying herself and then put her thumb in her mouth and buried her
head in her mother's lap, just as she does when she hurts herself (Hoffman). Because
the response to one's own distress is similar to the distress of another, Hoffman uses
the term "egocentric" empathic distress. Such a response incorporates an egocentric
motive, but is also prosocial in that it is contingent on another's distress.

3. Quasi-Egocentric Empathic Distress
Within a few months of his or her first birthday, the observing infant's behaviors,
which had included staring, whimpering, and crying, begin to lessen and are replaced
with more helpful advances, such as patting, touching, kissing, hugging, reassuring,
advising, and getting others to help the victim (Radke-Yarrow & Zahn-Waxler,
1984). Although the infant is still egocentric enough to use helping strategies that he
or she finds comforting, the infant clearly knows that the other is in pain or
discomfort (Hoffman, 2001 ). Hoffman provides another example of a 14-month-old
who responded to a crying friend with a sad look, then gently took the friend's hand
brought him to his own mother, even though the friend's mother was present.

4. Veridical Empathy for Another's Feelings
By age two, the child is able to empathize more accurately and help more
effectively. Hoffman (2001) suggests that the transition to veridical empathy may
occur when the child is cognitively ready to learn from corrective feedback following
their "quasi-egocentric" mistakes. Hoffman provides another example to illustrate
this transition. He explains how a two-year-old attempted to comfort his crying
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friend by bringing the child his own teddy bear. When the action failed to comfort
the friend, the boy ran to the other room and returned with the friend's bear. The
friend hugged the bear and stopped crying.
Increased role-taking capabilities is the hallmark of this stage as the child
becomes aware that others have inner states (thoughts, feelings, and desires) separate
from their own (Hoffman, 2001 ). Such capabilities allow the child to better interpret
cues from the social setting and make finer distinctions among the various affective
reactions they witness in others (Davis, 1996). The ability to empathize
simultaneously with several, possibly conflicting, emotions is also developing at this
stage. The rapid development of language skills during this time also aids this
process as the child is able to understand more complex cues and as a result, provide
more effective help to the distressed other.
Although the child has made great strides in their developmental capabilities by
their second birthday, it is important to note that this is only the beginning of the
developmental process. Leaming to fully empathize with others, explains Hoffman,
is a lifelong task.

5. Empathic Distress Beyond the Situation
Hoffman proposes that it is not until late childhood or early adolescence that the
final stage of empathy emerges. Onset occurs when the individual has acquired
person identity. Research suggests that it is not until age six to nine that children
posses a sense of themselves as continuous, stable being (Hoffman, 2001 ). However,
once person identity is acquired, the individual is capable of looking beyond the cues
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available in the specific situation and consider more chronic aspects of the target
person's life, which are made up of one's own personal life experiences (Davis,
1996).
Following this development, suggests Hoffman, children should be able to
empathize with someone who is chronically ill, emotionally deprived, or hopelessly
poor, regardless of his or her immediate behavior. "Mature empathy," explains
Hoffman (2001 ), "is thus a response to a network of cues, including another's
behavior and expression and everything known about him" (p. 66).
While most theorists in the field today adopt Hoffman's developmental model of
empathy, his theories challenge the work of Piaget. Piaget believed that young children
are primarily egocentric and are unable to understand and empathize with another
person's feelings before reaching school age (Slaby, Roedell, Arezzo, & Hendrix, 1995).
However, given the resurgence of interest on this topic and the findings that have
emerged as a result of these studies, Thompson (1987) states that "the weight of the
evidence calls into question the assumption that very young children are too egocentric to
understand the emotional experiences of others" (p. 141 ).
Hoffman's theory also reflects a more universal understanding of the development
of empathy. And while such an approach is supported by the literature, there is also
evidence which suggests that young children can differ markedly in their capacity or
willingness to respond empathetically to others. "With regard to individual differences,"
explains Barnett ( 1987), "it would appear that the affective and cognitive components of
empathy have differing prominence in the responses of different children" (p. 149). Such
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findings contain important implications for the role of empathy training curriculums in
the early years. Barnett further explains,

If such distinctive individual differences in responding to another's distress are
already present at such an early age, then the early childhood years may be a
particularly important time for parents and other socializing agents to attempt to
either strengthen or modify the child's existing behaviors (p. 149).

The Empathy-Aggression Connection
Empathy has long been considered to be a mediator of interpersonal responses.
Receiving the greatest attention, particularly from developmental researchers, is the
association between empathy and prosocial behavior (Barnett, 1987). Feshbach ( 1979)
suggests a "broad network" of possible mediating effects on prosocial behavior,
including: increased self-awareness, social understanding, greater emotional competence,
heightened compassion, caring and related behaviors, and enhanced communication
skills. The overall theme emerging from research on this topic suggests that an
individual's capacity for empathic responding "will likely be found to occupy a central
role in the individual's social-emotional development" (Barnett, p. 148). This appears to
be especially true when considering the research available on the relationship between
empathy and aggression, a topic which has received considerably less attention in the
literature.
With research consistently demonstrating an inverse relationship between
empathy and aggression, Feshbach (1979) suggests that "enhancement of empathy should
result in a reduction in aggressive behavior and the facilitation of more constructive
forms of social interaction" (p. 238). Consistent with a definition of empathy containing
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both cognitive and affective components, it will be important to examine the relationship
between empathy and aggression in light of both of these dimensions.
From a cognitive standpoint, Feshbach (1979) suggests that the ability to take the
perspective of another facilitates social understanding and lessens the likelihood of an
aggressive reaction. In a conflict situation, explains Davis (1996), greater perspectivetaking skills help the individual to better understand and tolerate the other's position by
producing an attributional set to explain the transgressor's behavior in a way that reduces
the likelihood of responding in a hostile or aggressive manner. Davis suggests that
"perspective taking may produce an attributional analysis of the behavior which is more
actor-like in its emphasis on situational or uncontrollable factors, and which therefore
assigns less blame and responsibility to the transgressor" (p. 154).
Two approaches have been used to explain the mediating role of affective
empathy on aggression. In the first approach, Feshbach (1978) suggests that observing
the victim of one's own aggression causes the aggressor to share the victim's distress. As
a result, the aggressor reduces or eliminates the aggression to escape the vicarious
distress (Davis, 1996). In Miller and Eisenberg's (1988) approach, they argue that the
victim's distress elicits empathic concern from the aggressor, which motivates the
aggressor to increase the victim's welfare and stop the aggression. Although the end
result in both models is identical, the two models differ in how the victim's distress
motivates the aggressor to cease his or her aggression. Feshbach argues that it is the
aggressor's desire to escape his or her vicarious distress that is the motivating factor,
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whereas Miller and Eisenberg identify the need to increase the victim's welfare as
motivation.
Davis ( 1996) calls for more research on this topic, stating that "whether or not
empathy-related processes actually have a direct impact on attributions, anger, and
aggression in real-world setting is still open for debate" (p. 161 ). However, he continues,
" if it is assumed that processes such as perspective taking are likely to increase sympathy
for, and possibly reduce anger toward, potential targets of aggression, then the evidence
indicating a link between these affective states and aggression raised the possibility of a
central role for empathy in the inhibition of aggressive responding" (p. 161 ). In an effort
to better understand the empathy-aggression connection and set the stage for future
research, Davis proposes a model which attempts to explain ways in which empathic
processes and reactions can enter the "instigation-aggression" sequence. He suggests that
role-taking processes play a primary role early in the sequence after the potential
aggressor is provoked and the appraisal process begins. Role-taking at this stage in the
sequence influences how the provocation is interpreted. If the appraisals lead to less
anger, and perhaps more sympathy, then the probability of aggression is diminished. If,
however, appraisals lead to some form ofretaliatory aggression, then affective responses
to victim cues become more important in inhibiting further aggression. Thus, explains
Davis, "there may be a shift from a primary cognitive, attribution-driven reduction of
aggression early in the instigation-aggression sequence to a more affective-distressdriven sequence later on" (p. 175).
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Relevant to the present study is an examination of the role of empathy in reducing
aggression among young children. However, as has already been discussed, the age and
unique developmental needs of this age group complicate matters and calls into question
the utility of implementing empathy-strengthening interventions aimed at reducing
aggression in young children if research does not support an empathy-aggression link
with this population.
Hastings, Zahn-Waxler, Robinson, Usher, and Bridges (2000) explored these
issues as part of their longitudinal study of children at varying levels of risk for the
development of disruptive behavior disorders. Although deficits in concern for others (a
broad and inclusive term encompassing empathic and prosocial reactions) were not
readily detectable in preschool-aged children with behavior problems, Hastings et al.
(2000) found that these deficits do appear after the preschool years and increase with age.
They state, "It is apparent that concern for others is an important aspect of young
aggressive and disruptive children's interpersonal repertoires and that it undergoes
dynamic and worrisome changes as they begin to enter middle childhood." Based on
these results, Hastings et al. suggests that interventions aimed at maintaining and
protecting levels of concern for others from the general pattern of decreasing over time
might be effective in guiding children with early-appearing aggressive and disruptive
behaviors toward more desirable developmental pathways. Their comments highlight
this need, "Fostering young children's attention to and concern for the needs of others
may be an effective avenue of intervention for improving the developmental trajectories
of children with early-appearing externalizing problems" (p. 542).
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Measures of Empathy
There are a number of ways to assess empathy. Such measures include,
picture/story techniques, self-report measures utilizing questionnaires or simulated
emotional situations, facial/gestural and vocal measures, physiological measures, and
teacher/peer report measures of empathy (Bryant, 1987a, 1987b ). While each technique
has its own strengths and weakness, an attempt was made to identify a measure that is
age-appropriate, easy to administer, and limits the number of weaknesses associated with
the instrument. One of the biggest challenges associated with instrument selection was
the lack of options available for assessing younger children. Two of the most common
instruments used in research on empathy with young children includes the Feshbach

Affective Situations Test of Empathy (F ASTE) (Feshbach & Roe, 1968) and the Index of
Empathy for Children and Adolescents (Bryant, 1982). The F ASTE is a picture/story
technique that asks children how they feel after being exposed to short stories and/or
visual stimuli depicting a story. In general, picture/story measures have been criticized
by researchers who have suggested that demand characteristics in the assessment
procedure may "undermine the validity of this type of instrument" (Lennon & Eisenberg,
1987). Evaluative research with the Bryant scale has received less criticism (Bryant,
1987a); however, biases associated with self-report measures should always be
recognized. Given this background information and the ease of administration with the
Bryant scale, particularly with this age group, the Index of Empathy for Children and

Adolescents was used in this study.
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CHAPTER3
METHODOLOGY
Participants
Participants included nine kindergarten students (five male; four female) from a
small Midwestern university affiliated laboratory school. Total enrollment for the 20032004 school year included 362 students (kindergarten through twelfth grade). The school
population consisted of 25% minority (17% African American, 5% Asian, and 3%
Hispanic) and 8% free and reduced lunch. Students were selected from one of the two
kindergarten classes at the school. Selection of the class was based on the teacher's
willingness to participate in the study. Parental permission was obtained for all ten
students in the class; however, one student did not participate due to refusal, lowering the
total sample size to nine.
Instruments
Index of Empathy for Children and Adolescents
Developed by Bryant ( 1982), the Index of Empathy for Children and Adolescents
was adapted from Mehrabian and Epstein's (1972) adult measure of emotional empathy
to use with younger children and adolescents. Using a pencil-and-paper format, children
are asked to respond to 22 items by circling either "yes" or "no," either agreeing or
disagreeing with the statement. For example, I get upset when I see a girl being hurt. It

makes me sad to see a boy who can 't find anyone to play with. I get mad when I see a
classmate pretending to need help from the teacher all the time. An affirmative answer
on half of the items indicates an empathetic tendency, whereas a negative response
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contributes to an empathetic tendency on the remaining items. Higher scores are
intended to reflect greater levels of empathy. Bryant has further modified this scale to
use with first grade children. Rather than using a pencil-and-paper format, children are
instructed to place cards (one statement per card) into one of two boxes, one labeled "me"
and one labeled "not me." Strayer (1983) has used this method with children as young as
six-years-old and Hastings, Zahn-Waxler, Robinson, Usher, and Bridges (2000) as young
as age four. The "me/not me" method was also used in this study.
Contrary to some measures of empathy which assess only the cognitive
components of empathy (role-taking/perspective-taking), Bryant's measure emphasizes
the affective arousal component, or "the perceived sharing of feelings" (Bryant, 1982).
This emphasis is congruent with Bryant's definition of empathy as a "vicarious emotional
response to the perceived emotional experiences of others," and as a result, "the emphasis
is on emotional responsiveness rather than on accuracy of cognitive insight" (Bryant).
Although greater emphasis is placed on the affective response to empathy, Bryant's
definition is consistent with that ofFeshbach (1987) and particularly that of Hoffman's
(1982).
Bryant ( 1982) tested the reliability and validity of this index with 56 first graders,
115 fourth graders, and 87 seventh graders. Internal consistency, which was assessed by
computing Cronbach alpha coefficients, varied according the age of the respondent,
ranging from .54 for the first graders to .68 for the fourth graders and .79 for the seventh
graders. Test-retest reliability coefficients indicate an adequate degree of score stability
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over a two-week period and again varied according to age, ranging from .74 for first
grades to .81 for fourth graders and .83 for seventh graders.
Convergent validity was assessed by correlating the measure with the Feshbach
and Roe ( 1968) measure of empathy using the general scoring system and the Mehrabian
and Epstein ( 1972) adult measure of empathy. Support for convergent validity was
achieved for all three grade levels based on the total sample of each grade. Discriminate
validity was also assessed by correlating the measure with reading-achievement scores,
social desirability, and the Feshbach and Roe empathy measure using a specific scoring
procedure requiring accuracy in labeling emotions (the emphasis being on cognitive
versus affective empathy). Nonsignificant correlations were found between the adapted
empathy scale and all three measures at each grade level.
And finally, to assess the construct validity of the adapted empathy index, the
relationship between two theoretically related construct, aggression and acceptance of
individual differences, was explored. A significant negative correlation between the
scale and teacher-rated aggression for first and fourth grade was demonstrated. And as
expected, a significant positive correlation was demonstrated for acceptance of individual
differences and empathy for all three grade levels. Based on these results, "minimum
requirements" for construct validity were established (Bryant, 1982).
Second Step: A Violence Prevention Curriculum
Developed by the Committee for Children, Second Step: A Violence Prevention
Curriculum is a universal prevention program designed to "promote social competence
and reduce social and emotional problems by teaching children skills in the core areas of
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empathy, emotion management (impulse control, emotion regulation, anger
management), and social problem solving" (Committee for Children, 2002). Although
the curriculum is typically taught to the entire class by the classroom teacher, for the
purposes of this study, teaching will occur on a pull-out basis to a group of students
randomly selected to participate in the treatment group.
The Empathy component (Unit One) of the Second Step Preschool/Kindergarten
program was used in this study. The Second Step curriculum is based on a "broad
definition" of empathy that includes: (a) knowledge of the emotions of self and others;
(b) perspective taking; (c) vicariously experiencing the feelings of others; and (d)
communication of feelings and viewpoints to others (Committee for Children, 2002).
Such a definition of empathy is consistent with both Feshbach (1987) and Hoffman
( 1982) in that both cognitive and affective aspects of empathy are recognized.
Using the Second Step program, children learn how to identify feelings in others,
take the perspective of another, and respond emotionally to others. However, with the
Preschool/Kindergarten program, the emphasis is on identifying and distinguishing
among one's own feelings and the feelings of others. Teaching is aided by the use of
picture-lesson cards depicting six, universally expressed emotions: happy, sad, angry,
surprised, disgusted, and worried (Committee for Children, 2002). Students are also
given ample opportunity to practice newly-learned skills through various role-playing
scenarios.
Evaluative research on the Second Step program has included formative studies
conducted to assist in program development and revision as well as outcome evaluations
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funded by the Centers for Disease Control and Prevention and conducted by Grossman
and colleagues from the University of Washington. Frey, Hirschstein, and Guzzo (2000)
reviewed this research and stated that "the results provide encouraging evidence that use
of Second Step reduces children's levels of aggressive behavior and increases socially
competent behavior. The findings further suggest that these changes endure over time."
In their program evaluation of the Second Step curriculum, the Committee for Children
(2002) also states that "these studies demonstrated the Second Step program's
effectiveness in improving students' social attitudes and their actual behavior."
Furthermore, the Second Step program has been approved by the National Safe and DrugFree Schools program and has been recognized by the U.S. Department of Education as
an "Exemplary Program."
Procedure
Prior to intervention implementation, the participants' classroom teacher and the
elementary school counselor were asked to rank the students from least to most angry and
aggressive. A combined score was obtained for the two rankings. All participants were
also administered the Index of Empathy for Children and Adolescents (Bryant, 1982) to
measure each student's level of empathy prior to intervention.
Participants were then randomly assigned to either a treatment or control group,
with five students comprising the treatment group and four the control group. Those in
the treatment group received an empathy training intervention. The intervention
consisted of the Empathy Training component (Unit One) of the Second Step curriculum.
Using only Unit One, the curriculum was implemented twice a week for five weeks.
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Each session lasted approximately 15 to 25 minutes and covered the content of one lesson
from the Second Step curriculum.
Each lesson in the Second Step curriculum is provided on an 11 inch by 17 inch
photo-lesson card. On one side of the card appears a black-and-white photograph
depicting specific scenarios to be used in the lesson. The other side of the card contains a
scripted lesson for easy planning and teaching. The material presented in each lesson is
broken down into four main components: Warm-Up, Story and Discussion, Pretend and
Practice, and Wrap-Up. The Warm-Up section reviews the material covered in the
previous lesson and describes a simple warm-up activity, which includes games, songs,
or short puppet plays. The next section contained the story and discussion questions for
the lesson. It was during the Story and Discussion section that the black-and-white
photographs are used. About half of the lesson time is devoted to the Pretend and
Practice (role-play) component, which provides students with an opportunity to practice
the lesson's featured skills. This is considered a "critical part" of the curriculum and is
comprised of two parts: teacher modeling and child practice. The remaining Wrap-Up
section provides a summary statement of the lesson (Committee for Children, 2002).
Included below is the title and a brief description of each of the nine lessons comprising
the Empathy unit.
Lesson One: Setting the Stage for Second Step Study
The first lesson introduces the Second Step program and establishes rules for listening,
which will be used throughout the remainder of the group's time together.

43

Lesson Two: Feelings
In the second lesson, children learn how to use physical cues to identify happy, sad, and
angry/mad feelings in others.
Lesson Three: More Feelings
The third lesson teaches children to use both physical and situational cues to identify
surprised, afraid/scared, and disgusted/yucky feelings in others.
Lesson Four: We Feel Feelings in Our Bodies
During the fourth lesson, children are taught to use physical cues within the body to help
identify one's own feelings. The lesson also emphasizes that all feelings are okay.
Lesson Five: Feelings Change
In lesson five, children learn that feelings can change and that a person may feel
differently about the same situation at different times.
Lesson Six: Same or Different?
Perspective taking skills are introduced in lesson six. By comparing physical and
emotional similarities and differences in others, children learn that people can have
different feelings about the same situation
Lesson Seven: Accidents
The focus of lesson seven is the understanding that some actions are accidental, rather
than intentional, which is considered to be an important part of perspective taking.
Children are also taught to accept responsibility for an accident to prevent others from
assuming it was intentional.
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Lesson Eight: I Care
Empathic behavior is introduced in lesson eight. In this lesson, children learn how to
show that they care about someone. Listening is presented as one of the best ways to
show that you care.
Lesson Nine: I Help
The last lesson focuses on the empathic behavior of helping. Children learn that helping
is also a way to show that you care about someone. Identifying ways of helping in
various situations and demonstrating these helping behaviors are the goals of this lesson.
While students in the treatment group participated in the empathy training
intervention, those in the control group remained in the classroom and received regular
classroom instruction. Following implementation of the intervention with the treatment
group, all students were again administered the Index of Empathy for Children and
Adolescents to measure changes in empathy over the five weeks.
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CHAPTER4
RESULTS
Teacher/Counselor Rankings
A Spearman's Rho correlation coefficient was calculated to determine the
relationship between the teacher and counselor rankings of angry and aggressive
behavior. Results of this test revealed a strong, positive relationship between the two
measures (rs = .77). Given the high correlation between the teacher and counselor
rankings, use of these scores as indicators of levels of anger and aggression is reasonably
justified for this study.
ANOVA
Repeated measures analysis of variance (ANOVA) was used to examine the effect
of intervention (treatment vs. control) on level of empathy. Results revealed a
nonsignificant difference on the pre-test measures of empathy between the treatment and
control groups (F ( 1, 7) = 1.2, p > .05), indicating that the two groups were not
significantly different from one another prior to intervention. A nonsignificant difference
on the post-test measure of empathy for the treatment and control groups was also
obtained (F (1, 7) = .07, p > .05). Unfortunately, a small sample size may have
prohibited an examination of intervention impact among low and high angry/aggressive
students in the treatment and control conditions.
Mean Empathy Scores
Mean scores on both the pre- and post-test measures of empathy were calculated
for each of the four groups: (a) low angry/aggressive treatment, (b) high angry/aggressive
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treatment, (c) low angry/aggressive control (d) high angry/aggressive control. Criterion
for placement in the low angry/aggressive group included a combined teacher/counselor
ranking falling within the zero to ten range. Placement in the high angry/aggressive
group was dependent upon a combined teacher/counselor ranking falling within the 11 to
20 range.
As indicated, no significant differences were found among the pre- and post-test
measures of empathy for the different groups. However, it is important to take a closer
look at this data (See Table 1) and consider trends in the data. Although these results
were not significant, possibly due to the small sample size, additional investigation may
inform future research. As a word of caution, it is important to reiterate that a small
sample size was used in this study. The following discussion of group differences is
somewhat limited given the very small numbers within each of the four groups,
particularly the high angry/aggressive group which consisted of only one student.
As expected, mean empathy scores for the low angry/aggressive control group did
not change from pre- to post-test. However, a different trend was observed for the high
angry/aggressive control group, with a four point drop in mean empathy scores from preto post-test, indicating a possible (though not significant) decrease in empathy over the
course of the five week study. In looking at the treatment group data, there appear to be a
1.5 point increase in mean empathy scores for the low angry/aggressive treatment group.
Interestingly, a 1.3 point decrease in mean empathy scores was observed for the high
angry/aggressive group, which was unexpected. In sum, although there appears to be
increases in levels of empathy for students receiving the empathy training intervention,
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only students falling in the low angry/aggressive group seemed to benefit from this
training.

Table 1

Mean Empathy Scores Among Groups
Empathy Score

Anger/Aggression
Rankings

Pre-Test

N

Post-Test

Treatment Group
Low

2

9.50

11.0

High

3

11.3

10.0

Total

5

10.6

10.4

Control Group
Low

3

12.7

12.7

High

1

11.0

6.00

Total

4

12.3

11.0
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CHAPTERS
DISCUSSION
It is important to examine factors that may have impacted the outcome of this

study. What follows is a discussion of both the limitations and strengths of the study as
well as some suggestions for future research aimed at this topic.
Limitations
Consideration must first be given to the small sample size used in this study. A
larger sample size may have increased the likelihood of achieving statistically significant
results and allowed for a more in-depth examination of differences in levels of empathy
among the low and high angry/aggressive students in both the treatment and control
groups.
It is also important to consider the use of teacher and counselor rankings to

identify low and high angry/aggressive groups. It is important to note that the teacher
and counselor rankings used in this study were not intended for (nor capable of)
identifying clinically significant levels of anger and aggression problems, but rather, were
a tool used to separate students in one classroom into two groups: students exhibiting
lower levels of angry and aggressive behavior in the classroom compared to typical
classroom behavior and students exhibiting higher levels of angry and aggressive
behavior in the classroom compared to typical classroom behavior. Anecdotal reports
from both the classroom teacher and the elementary school counselor were consistent
with the results of the rankings and identification of the low and high angry/aggressive
groups. The school counselor, for example, described seeing a pattern of angry and
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aggressive behavior exhibited during social situations (i.e. playgroups) among three of
the four students within the high anger/aggressive group. However, it is important to
reiterate that the high angry/aggressive group may not be an indication of clinically
significant levels of anger and aggression. Despite higher levels of anger and aggression
among the high angry/aggressive group in this particular classroom, it is possible that the
level of anger and aggression exhibited by these students may actually be within a normal
range of behavior for this age group, which may account for the lack of statistically
significant differences in levels of empathy among the low and high angry aggressive
groups post-intervention.
Much like the teacher and counselor rankings, Bryant's (1982) Index of Empathy
for Children and Adolescents scale is also not a measure of clinically significant levels of
empathy (or lack of empathy), but is instead a research tool that was used in this study to
measure change in levels of empathy among the groups. Once again, despite a range of
scores on the empathy index, it is possible that these scores still fall within a normal
range for this particular age group. If that is the case, and all scores on the empathy index
fell within a normal range prior to intervention, there may not have been room for growth
over the course of the study, thus limiting the impact of an intervention aimed at
increasing empathy and hindering the ability to see change in levels of empathy from preto post-intervention.
Consideration must also be given to other aspects of the use of Bryant's empathy
index in the study. To begin, it is important to consider whether Bryant's index is a
developmentally appropriate measure of empathy with this particular age of children,
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In addition to the need for quality, developmentally appropriate anger
management programs targeting young children, there is also a need for reliable and valid
measures of empathy that accurately assess both cognitive and affective empathy with
this age group. Without such measures, the effectiveness of newly developed or adapted
anger management programs is left to narrative observations and speculation.
Strengths
The students participating in the intervention were cooperative and actively
participated in group activities throughout the intervention. They appeared eager to see
the experimenter upon arrival to the classroom and seemed to look forward to the
following week's session. It is the opinion of the experimenter that the students
participating in the intervention appeared to put forth acceptable, if not maximum, effort
and participation throughout the intervention.
Despite a lack of statistically significant results, important observations can still
be made regarding the role of empathy training in anger management programs for young
children. For instance, it was encouraging to see an increase in the level of empathy for
the low angry/aggressive treatment group (despite a lack of statistical significance).
These findings suggest that some kindergarten students may be able to benefit from
empathy training at this age. However, the decrease in empathy scores among the high
angry/aggressive treatment group is both discouraging and puzzling. Even if highly
angry and aggressive students are unable to benefit from empathy training at this age,
why would their level of empathy actually decrease throughout the course of the five
week intervention? Looking at the data for the high angry/aggressive students in the
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control group sheds some light on this issue. It appears that empathy scores among this
group also decreased from pre- to post-test. So rather than suggest that participation in
the empathy training actually led to a decrease in level of empathy among the angry and
aggressive students, a more plausible explanation is that these students simply failed to
receive benefit from the training. But the question still remains, why were the high
angry/aggressive students unable to benefit from the empathy training?
It is possible that there are developmental differences among chronically angry
and aggressive children that may reduce or even prevent these children from benefiting
from empathy training. Perhaps angry and aggressive students lag behind their low
angry/aggressive counterparts in developing role-taking capabilities, affective sharing, or
other empathic qualities. Because anger management programs (not surprisingly) target
individuals with anger and often aggression problems, these findings obviously call into
question the benefit of empathy training in anger management programs for younger
children exhibiting anger and aggression difficulties at school.
Future Research
Further research is needed in this area. However, it is recommended that
researchers use larger sample sizes and that efforts be made to use assessment measures
that are more inline with the goals of the empathy training curriculum. The results of
such studies should yield important information about the role of empathy training in
anger management programs and the likelihood of young children exhibiting anger and
aggression problems at school to benefit from such programs.
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namely kindergarten students between the ages of five and six. In particular, the four
point drop in mean empathy level among the high angry/aggressive children in the
control group calls into question the reliability of this measure. It is also important to
note that Bryant's ( 1982) assessment of the internal consistency for the index revealed a
reliability coefficient of only .54 for first graders, compared to .68 for fourth graders and
.79 for seventh graders. A reliability coefficient of .54 is moderate at best and questions
whether the reliability of this measure has been adequately demonstrated for younger
children.
As an additional word of caution, it is important to again mention the biases
associated with self-report measures, particularly with children as young as five and six
years old. Children this age may not be the best judge of their own past and future
behavior. But despite the biases associated with self-report measures as well as a less
than desired reliability coefficient, the Bryant scale is probably the best existing measure
of empathy with this age group.
And finally, it is also important to consider whether Bryant's index, which
emphasizes the affective arousal component of empathy, was an appropriate measure of
empathy for this study given the emphasis on the cognitive aspects of empathy with the
Preschool/Kindergarten curriculum in the Second Step program. Although both affective
and cognitive domains of empathy are addressed in Bryant's Index and the empathy
training curriculum, the lack of significant results may actually be a reflection of
differences in the two instruments.

